Professionals caring for people with long-term and serious illnesses are frequently exposed to distressing emotional situations and profound suffering, which can lead to burnout. 1 Indeed, mental health staff represent one of the categories of health workers at highest risk of burnout, 2,3 and burnout is a critical issue for mental healthcare delivery, as it can lead to the decreased effectiveness of the workforce and, ultimately, poorer treatment outcomes. 4 Moreover, mental health services throughout Europe are currently facing severe financial shortages and consequent shortfalls in the number of sector-employed professionals. The situation is particularly pressing in European countries with a public national health service, such as the UK 5 and Italy. 6 In this context, workers' feelings of job disaffection and burnout can play a key role in further reducing the mental health service workforce.
Historically, burnout has been considered more a personal problem than an organisational one. 7 Studies exploring determinants of burnout in mental health settings generally focus on individual sociodemographic factors, [8] [9] [10] individual occupational characteristics, [11] [12] [13] [14] or on predisposing personality traits. 15, 16 Yet, recent research has expanded the theoretical burnout framework to include perceived organisational sources of stress. Maslach & Leiter 7 proposed that burnout develops as the result of mismatches between professionals and their job contexts in several areas of working life. Specifically, mismatch occurs when the process of establishing a psychological 'contract' with one's job leaves critical issues unresolved, or when working relationships change in such a way as to feel unacceptable to the worker. Leiter & Maslach 17 accordingly proposed the 'mediation model', which postulates that the greater the worker-job mismatch, the greater the likelihood of burnout. The mediation model offers a promising approach for research and applied intervention, as it focuses upon the relationship of burnout to sources within the work context. 18 Burnout is viewed from this perspective as an individual syndrome mediated in the work context, where perceived organisational factors have greater influence than personal factors. [19] [20] [21] To date, however, no research in psychiatric settings has specifically focused on perceived occupational contexts by adopting the framework of the mediation model. 17 Furthermore, most studies conducted in mental health settings generally examined one or two professional categories at a time (e.g. psychiatrists and/or social workers, nurses and/or occupational therapists), [9] [10] [11] [22] [23] [24] with only a few concurrently considering the wide range of mental health occupational profiles. 8, 12, 25 The present study surveyed a large, representative sample of Italian mental health staff. Its aims were to estimate and compare the prevalence of burnout among different occupational profiles, and to explore burnout predictors by considering both individual job-related characteristics and perceived organisational factors. Specifically, we hypothesised that: burnout among Italian mental health staff represents a serious concern, as it affects a considerable proportion of service staff; burnout differentially affects various psychiatric sector professional categories; and perceived organisational factors play a key role in predicting burnout.
Method

Design
The present study was a cross-sectional survey conducted in the broader context of the 
Aims
To explore the relative weight of job-related characteristics and perceived organisational factors in predicting burnout in staff working in community-based psychiatric services.
Method
A representative sample of 2000 mental health staff working in the Veneto region, Italy, participated. Burnout and perceived organisational factors were assessed by using the Organizational Checkup Survey.
Results
Overall, high levels of job distress affected nearly two-thirds of the psychiatric staff and one in five staff members suffered from burnout. Psychiatrists and social workers reported the highest levels of burnout, and support workers and psychologists, the lowest. Burnout was mostly predicted by a higher frequency of face-to-face interaction with users, longer tenure in mental healthcare, weak work group cohesion and perceived unfairness.
Conclusions
Improving the workplace atmosphere within psychiatric services should be one of the most important targets in staff burnout prevention strategies. The potential benefits of such programmes may, in turn, have a favourable impact on patient outcomes.
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outcome of individuals with first-episode psychosis attending community mental health services located in the Veneto region, Italy. The PICOS aims to develop a comprehensive model for predicting the outcome of first-episode psychosis by integrating genetic, magnetic resonance imaging and psychosocial factors. Of the putative predictors considered, contextual factors -i.e. the participating services' structural characteristics, the emotional atmosphere of the therapeutic milieu and the degree of worker burnout -are expected to play a crucial role in individuals' outcomes. [26] [27] [28] The context of care Psychiatric care in Italy is delivered by the national health service through the departments of mental health. Each department of mental health is responsible for a geographically defined area, operates as a multidisciplinary team, deals with the full array of mental health needs of the local adult population and typically provides a wide range of comprehensive and integrated programmes, including in-patient, day care, rehabilitation, outpatient care, home visits, a 24-hour emergency service and residential facilities for long-term patients. 6 
Participants
All mental health staff employed in the PICOS catchment areas (approximately 3.7 million inhabitants) were eligible for the survey, which examined a wide range of job categories, such as psychiatrists, clinical psychologists, resident psychiatrists, hospital and community psychiatric nurses, occupational therapists, social workers, healthcare support workers, and secretarial staff. 29 The data were collected from January to March 2005. Twenty-two of the 28 collaborating PICOS sites (78.5%) agreed to participate and provided a list of their mental health staff. The surveyed sample is representative of mental health staff working in the public psychiatric sector in the Veneto region, since participants did not differ from non-participants in terms of sociodemographic characteristics and occupational profile and the participating sites did not differ from non-participating ones in terms of structural data (e.g. number of psychiatric in-patient beds per 10 000 inhabitants, non-hospital residential facility beds per 10 000 inhabitants) or location within the broader study catchment area (urban v. rural, deprived v. affluent) (t-test, P40.05) (data available from the authors).
Measures
Information was obtained by using the Italian version of the Organizational Checkup Survey (OCS), 30,31 a comprehensive package comprising the following four schedules.
Maslach Burnout Inventory-General Survey
The Maslach Burnout Inventory-General Survey (MBI-GS) 32 is a modified version of the original MBI, 33 which consists of 16 items constituting three subscales. Emotional exhaustion (5 items) covers the experience of both emotional and physical fatigue; cynicism (5 items) reflects indifference, detached attitude towards work and active disengagement from work; professional efficacy (6 items) consists of feelings of competence, successful achievement and accomplishment in one's work, which diminish when burnout is developing. All MBI-GS items are scored on a seven-point rating scale ranging from zero (never) to six (always).
Individuals with burnout were defined based on the Dutch cut-off scores, 34 the only published validated European cut-off scores available in the literature, i.e. exhaustion 42.20 and either cynicism 42.00 or efficacy 53.66. Preliminary analyses provided evidence that the Dutch cut-off scores also apply to the Italian sample (details on the procedure and data available from the authors).
Areas of Worklife Scale
The Areas of Worklife Scale (AWS) 18 is a self-report survey assessing six working life domains: workload (six items), which examines the amount of work to be done in a given time; control (three items) refers to the opportunity to make choices and decisions, to solve problems and to contribute to the fulfilment of responsibilities; reward (four items) relates to (both financial and social) recognition for contributions on the job; community (five items) describes the quality of the organisation's social environment; fairness (six items) relates to the perceived extent to which the organisation has consistent and equitable rules for everyone working there; values (five items) refers to the degree of correspondence between employees' personal and professional values and the organisation's principles and practices. Items are scored on a five-point Likert scale ranging from one ('strongly disagree') to five ('strongly agree').
Evaluation of Changes
The Evaluation of Changes is a self-rated scale assessing perceived changes in the organisation over the previous year; it consists of ten items scored on a five-point Likert scale ranging from one ('strongly negative change') to five ('strongly positive change').
Management Areas
This is a self-rated scale composed of three dimensions: leadership (six items); skills development (four items); and work-group cohesion (three items). Each item is scored on a five-point Likert scale ranging from one ('strongly disagree') to five ('strongly agree').
Statistical analyses
The chi-squared test was used to assess associations between categorical variables. Analysis of variance (ANOVA) was used to compare mean scores among independent groups. All tests were two-tailed at a significance level of 0.01.
Generalized linear latent and mixed models (GLLAMMs) 35 were used to explore predictors for the MBI-GS dimensions (exhaustion, cynicism, efficacy); burnout dimensions, one at a time, were modelled by linear regression equations, with different possible intercepts for different study sites. A first set of models was fitted with gender, years of mental health sector employment, type of labour contract, degree of face-to-face interaction with users and type of professional category each being entered as the independent variable (univariate models). A second set of models was estimated by entering all these variables, plus the perceived organisational factors (i.e. the six working life areas, perceived changes, and the three management areas) (multivariate models). The GLLAMMs considered the two-level hierarchical structure generated by the study design, i.e. individuals (level one) nested within study sites (level two). This structure generates a correlation pattern among the measures, which has to be taken into consideration to obtain reliable estimates of the regression coefficients. The GLLAMMs comprise both a fixed and a random part: the fixed part, by estimating regression coefficients, shows which characteristics affect burnout; the random part identifies the proportion of total variance explained by differences between study sites. Moreover, in order to check for the 'real' effect of study site, a sensitivity analysis was performed that did not use the cluster structure, i.e. the models were re-run with the same set of predictors without considering the constraint of study site (the effect of study site, however, was not significant (data available from the authors) and was therefore omitted from the final models). The same strategy was used for the binary dependent variable 'to be in burnout' .
The analyses were performed using SPSS 14.0 and Stata 8.0 ('gllamm' command) for Windows.
Results
Participant characteristics
A total of 2017 mental health staff employed in the 22 participating sites were asked to take part in the survey by completing the OCS; 1585 questionnaires were returned (78.6%); the maximum number of questionnaires reporting information was 1499, with 1328 questionnaires fully completed. The percentage of valid questionnaires per site ranged from 38.7% to 99.0% (chi-squared test, P50.01). Online Table DS1 provides an overall view of the respondent sample's sociodemographic and job characteristics.
The majority of the participants were women (64.8%), aged 36-65 years (67.8%), had completed secondary school (40.4%), and nearly 61% had been employed in the mental health sector for at least 6 years. Most of the participants were permanently employed (79.1%), full time (89.9%), and most (88.0%) had daily face-to-face interaction with service users. The most numerous job category groups were: psychiatric nurses (42.2%), support workers (22.9%) and psychiatrists (10.5%). The study sites significantly differed for all the occupational and sociodemographic characteristics (except for gender), reflecting a wide heterogeneity in participating site composition (chi-square test, P50.001). Table 1 shows the sample's three MBI-GS subscale score means. As compared with the Italian MBI-GS norms, 31 our sample's standardised t-scores showed average burnout levels (t-score range: 46-55) for all three subscales.
Participant burnout levels
More than one-third of respondents reported high distress levels for exhaustion and a quarter of the sample reported high cynicism and low efficacy levels ( Table 2 ). Analysis of variance and chi-squared tests revealed significant across-site exhaustion and cynicism differences (P50.001), but no differences for efficacy. The professional categories reporting the most severe exhaustion were social workers and psychiatrists (50.0% and 37.6%, respectively); the highest levels of severe cynicism were found among psychiatrists and mental health nurses (23.0% and 21.0% respectively), and the lowest reported efficacy levels were observed among social workers and nurses (34.2% and 24.0%, respectively). Table 2 also shows the proportion of respondents experiencing severe burnout. Indeed, nearly one-fifth of the overall sample showed signs of severe burnout. Significant across-site differences were found in the number of participants experiencing severe burnout levels (chi-squared test, P50.001). Social workers represented the professional category with the highest burnout rates (30.8%), the lowest was for psychologists (12.0%).
AWS, Evaluation of Changes, and Management Areas
Mean scores for the six areas of the AWS, the ten items of the Evaluation of Changes scale, and the three dimensions of the Management Areas scale were compared across sites: ANOVA (P50.001) yielded significant differences for all the subscales, indicating, as expected, a high degree of across-site variability in perceived organisational factors. Means, standard deviations, and correlations tables for all OCS measures are available from the authors upon request. Table 3 shows the univariate regression analyses results, with distress levels used for the three MBI-GS subscales as dependent variables, and sociodemographic and job characteristics as independent factors.
MBI-GS component predictors
Higher exhaustion levels were found in staff employed for more than 1 year in mental health (suggesting a 'dose-response' relation thereby, i.e. a direct relation between exhaustion levels and years of employment), in permanent staff, in staff with frequent face-to-face patient interaction, and in social workers and psychiatrists (using psychologists as the reference category). Higher cynicism levels were found in men, in staff with longer tenure in mental health, in permanent staff, in nurses and psychiatrists. Lower efficacy was found in permanent staff and employees with temporary and atypical contracts. Table 3 also shows the univariate logistic regression analyses results with the dependent variable of being in burnout. Risk of burnout was significantly higher for staff employed for more than 6 years, employees involved in face-to-face interaction with patients, social workers and nurses. Conversely, cooperative society employees showed a lower burnout risk. Table 4 reports the multivariate regression analyses results, with the three MBI-GS dimensions used as dependent variables, and sociodemographics, job-related characteristics and perceived organisational factors used as independent variables.
Most univariate associations lost their significance, and other significant predictors pertaining to working-life and management areas emerged, when the perceived organisational factors were entered all together into the models. Specifically, the main exhaustion predictor was workload (i.e. the higher workload, the higher exhaustion); other significant predictors were changes, reward, skills development and control, with the model accounting for 37% of the total variance. The main cynicism predictors were organisational changes occurring over the previous year and reward (i.e. the fewer positive changes and rewards, the higher the cynicism observed); other significant predictors were perceived fairness, workload, control, skills development and work-group cohesion, with the model accounting for 26.5% of the total variance. The main efficacy predictor was control (i.e. the lower job control, the lower professional efficacy); other significant predictors were fairness, reward, and work-group cohesion, with the model accounting for approximately 16% of the total variance.
The predictors of burnout
Multivariate logistic regression analysis showed that some jobrelated characteristics maintained their significance with relation to burnout, even after the AWS, Evaluation of Changes and Management Areas scores had been entered into the model (Table  4 ). Specifically, the risk of burnout was significantly higher for staff involved in face-to-face interaction with patients and for those employed in mental health for more than 12 years. These two job-related factors represent the strongest predictors of burnout, with odds ratios respectively of 4.81 (95% CI 1.70-13.57) and 3.24 (95% CI 1.03-10.23). Yet, some perceived organisational factors also exerted a key role: low workload, high control, high reward, high fairness, positive changes and high work-group cohesion all showed evidence of being important protective factors against the risk of burnout.
Discussion
Strengths and limitations
To our knowledge, this is the first study examining burnout in a large, representative sample of mental health staff and different types of professional categories and contract conditions. It therefore represents a major research advance in the field, as mental health staff morale studies to date have mostly considered single groups of professionals. 8, 10, 14, 36, 37 The present study's strengths lie in its: representativeness; sample size (approximately 2000 participants), the largest ever surveyed in research on burnout in mental health; and response rate (nearly 80%), one of the highest ever reported in the literature. Moreover, this is the first study exploring predictors of burnout by considering not only individual sociodemographic and occupational characteristics, but also perceived contextual factors, by assuming that work environment can fully account for what has previously been considered the individual syndrome of burnout. 20 Lastly, as far as we know, this is the first study in mental health to adopt the OCS, 17 a new methodology based on the most recent conceptual developments in burnout research.
The study also has some limitations. First, job-independent factors (such as personal factors, problems related to the overall socioeconomic environment, labour market pressures) might have contributed to the high workforce stress rates observed, although the sample size (all mental health staff working within the catchment area were approached) and the regression results suggest the improbability of the substantial impact of these factors. Second, other contextual 'objective' variables not considered in the analyses might have exerted a significant role in the prediction of burnout. Third, the cross-sectional nature of the survey did not allow for the determination of causal relationships. Fourth, the generalisability of our findings should be taken with caution, as the study was conducted in the specificity of the Italian national healthcare system. Finally, the study did not address positive attitudes towards work, such as job satisfaction.
Burnout prevalence among mental health staff
Our findings confirmed the first hypothesis, since nearly twothirds of respondents reported high levels of emotional exhaustion, and a quarter expressed high levels of negative, cynical attitudes and feelings about service users and perceived low professional efficacy. Moreover, nearly one in five staff suffered from severe burnout. The burnout prevalence among Italian mental health staff is a cause for concern, as this condition can further deplete public mental health services' already scarce human resources. 29 The proportion of Italian mental health staff scoring above the MBI cut-off was similar to that found by Prosser et al 8 in London (24%), but somewhat lower than reported by other studies conducted in the UK. 36, 11 Our results also confirmed the second hypothesis, since burnout has a different impact on the various professional categories, with severe burnout shown to be more frequent among social workers and psychiatrists. This finding is consistent with the results of a survey conducted in England and Wales 14 in which social workers were shown to be more emotionally exhausted and more depersonalised than other mental health staff. High stress and emotional exhaustion levels among social workers represent a concern and are likely to worsen the low recruitment rates and retention problems associated with social work in many Western countries. 23 One possible explanation for the high rates of emotional exhaustion in social workers may lie in their specific mental health sector role and responsibilities: social workers significantly contribute to the work of community mental health teams, but are also a scarce and declining resource in many countries, including Italy. 29 It is therefore possible that they operate under a heavy workload without feeling valued for the work they do.
Psychiatry consistently shows signs of being a 'high-burnout' profession. 38 The burnout symptom of emotional exhaustion is common in this profession, especially among community care psychiatrists. 8, 22 In a study conducted in New Zealand, two-thirds of psychiatrists described moderately to severely high levels of emotional exhaustion. 24 The proportion of psychiatrists suffering from severe burnout in our sample was similar to that found in the UK in a national survey. 39 Psychiatrists have the most intense form of interpersonal contact with patients and deal with extremely distressed or disturbed individuals on a regular basis. Although psychiatrists work fewer hours on average than physicians or surgeons, they report more emotional exhaustion and more severe depression because of workload 15 than either physicians or surgeons do. This difference may be as a result of the particular nature of psychiatrists' work or to psychiatrists' specific personality characteristics, which might make them particularly vulnerable to job stress. 40 
Factors predicting exhaustion, cynicism and efficacy
Multivariate regressions led us to confirm the third study hypothesis, as we found that perceived organisational factors were the only significant predictors for the three MBI-GS subscales. Moreover, a set of specific predictors accounted for each MBI-GS subscale, with no significant study site effect nor professional category effects. In terms of strength of association, a main predictor was detected for each MBI-GS component ( Fig. 1) : high workload was most predictive of exhaustion; poor rewards and few perceived positive changes in an organisation were most predictive of disengagement from work; and lack of participation in decision-making was most predictive of reduced professional efficacy. Overall, our multivariate data seem to fit the 'job demand resources model', which postulates that job demands and lacking job resources are specifically linked to emotional exhaustion and depersonalisation, respectively. 41 The model assumes two underlying processes: that energy depletion is driven by high job demands (e.g. time pressure, emotional demands, cognitive demands, shift work) and is associated with exhaustion; and that erosion of motivation is driven by lack of job resources (e.g. supervisor support, feedback, control, task variety, financial rewards) and is associated with disengagement (cynicism) and lack of efficacy.
Factors predicting burnout
With respect to the predictors of burnout, our third hypothesis (i.e. that perceived occupational factors play a major role in predicting burnout) was only partially confirmed, as some individual characteristics were also found to be involved. Specifically, staff having close face-to-face interaction with patients and with longer job tenure in mental health were more likely to develop burnout. The observation that burnout levels are higher among healthcare workers who deal intensively with patients on a daily basis represents a consistent finding. 20 However, studies assessing both negative and positive attitude towards work (such as, respectively, burnout and job satisfaction), found that exposure to patients is a major stressor, but also a key source of reward: [10] [11] [12] staff can be emotionally burdened and at the same time experience high intrinsic job satisfaction because of the meaning they attach to their work. This apparent paradoxical finding indicates that the use of only negatively framed measures, such as the MBI, gives a partial view when assessing organisational well-being in healthcare contexts and that positive outcomes, such job satisfaction, should also be included.
The finding that a longer career is associated with higher burnout is controversial. Our results are consistent with those of other studies conducted in high-risk medical specialties. 42, 43 This finding seems logically plausible, since if burnout is the result of chronic job-related stress, older workers or staff with longer job tenure would be expected to have higher burnout levels. Yet, this finding contrasts with other studies, which found that older mental health staff tend to show lower levels of burnout than younger workers. 9, 24, 44, 45 Moore & Cooper have formulated several hypotheses to explain this finding, including differences in position, control, money, influence and expertise. 46 Prosser et al suggest that burnout can be offset by the benefits of experience and adaptation at both an individual and organisational level. 12 However, it may also be possible that this represents a cohort effect reflecting the early departure from clinical work by those staff members who eventually succumb to burnout. 44, 23 Only the widespread adoption of repeated-measures studies in burnout research may lead to a better understanding of this aspect. 23, 47 Among perceived organisational factors, one management process (work-group cohesion) and two working life areas (fairness and control) best predicted burnout. We found that a poorly cohesive work group is at higher risk of burnout. Workgroup cohesion may be defined as the degree to which an individual believes that the members of his/her work group are willing to work together and are committed to the completion of the tasks and goals of the group. 48 Group cohesion relates directly to job satisfaction, namely through human relations with fellow employees and supervisors. 49, 50 Therefore, work-group cohesion appears to be an important factor for mitigating stress-related effects on job performance and, in turn, for preventing burnout. It is interesting to note that team cohesion is increased by effective group performance; 51 however, how to promote effective team working is a cause for concern, since only a minority of health staff employed in the British National Health Service report to be working in coherent and effective work teams. 52 Fairness is the second main burnout predictor. This administrative leadership dimension 17 reward and group cohesion. Fairness is a supervisor or management quality, in the sense that people of higher authority in a given organisation have the responsibility for making judgements and decisions that affect the work environment of staff members. Early research in this field suggested that staff members' perception of supervisors as being both fair and supportive contributes to acceptance of major organisational changes and reduces their susceptibility to burnout. 53 The impact on performance, attitudes to work and well-being at work of an 'engaging' style of leadership (i.e. a leader who encourages and enables the development of an organisation characterised by a culture based on integrity, openness, transparency and concern for employees) has recently been documented. 54 Therefore, this specific area of working life deserves further consideration in future research on mental health staff.
Implications for practice
Developing a favourable team climate should be considered a target in interventions designed to reduce staff burnout. Various strategies have been proposed to treat and to prevent burnout: 55 most focus on individual solutions, such as removing a burntout worker from the job, or individual strategies to either strengthen the worker's internal resources or to change his/her work behaviour. Yet, these approaches are only partially effective, because most research, and our data are consistent with this view, has found that situational and organisational factors play a greater role in burnout than individual factors. Individually oriented approaches (e.g. coping skills or deep relaxation techniques) can help professionals alleviate their sense of exhaustion, but they do not deal with the other two components of burnout. Moreover, individual strategies are relatively ineffective in the workplace, where people have much less control over stressors than in other domains of their lives. This empirical recognition of six areas of working life therefore expands the range of options for organisational intervention. Rather than having intervention examine the work overload area, it might more effectively focus on other types of individual-work environment mismatch: for example, people may be able to tolerate greater workload if they value their work and feel they are doing something important or if they feel wellrewarded for their efforts. Intervention in this instance could therefore be aimed at the areas of reward and fairness.
Although the potential value of organisational intervention is great, these programmes are not easy to implement; 56 they frequently require a complex degree of collaboration and considerable economic investment. Further research in the area of mental health is needed to identify those problematic aspects that might lend themselves to targeted forms of intervention.
